showed slight nerve deafness on right side, and all air-borne sounds very much diminished in length and indistinct, lett worse than right.
aged 33, in apparently good health. Had had scarlet fever in childhood: history of aural discharge, dating from early life.
On examilnation, large polypoid mass found protruding from right external auditory meatus, with nothing to distinguish it from an ordinary polypus, except a very fine blood-vessel on the surface; in view of the history, this opinion would be strengthened.
Patient was admitted to hospital on February 24, 1929, and operated upon two days later. The mastoid route was adopted and the polypus examined at its entrance to the middle ear. It was found to be tubular, and, on slitting it, some clear fluid came away, thus confirming the origin of the protrusion. The tube was therefore followed, and was found to traverse the middle ear and enter the inner ear, where it pierced the skull and ended as a covering for a small brain abscess containing about an eggspoonful of pus. This was drained and a tube left in. The mnastoid bone was found to be diseased, and, as the functional structures of the middle ear had been destroyed by the meningeal protrusion, a complete mastoid operation was performed. Rise of temperature to 100. 60 F. day following operation, but none afterwards. The tube and stitches were removed three days after operation, and convalescence proceeded satisfactorily, except that partial facial paralysis developed from concussion, as a result of working close to the line of the nerve when the tube was being followed. This is diminishing under application of electrical massage. Case still under treatment.
The course of events was, no doubt, an initial suppurative otitis media in early childhood, which infected the mastoid bone and spread, thus destroying the part where the meninges subsequently protruded. The history of the case affords another example of the wisdom of exploring the mastoid when there is a chronic incurable discharge from the middle ear, even if there be no other sign of mastoiditis.
Discu88ion.-The PRESIDENT asked whether any labyrinth tests had been carried out, and where the protrusion of the meninges took place, also whether the labyrinth was destroyed.
Mr. HAROLD KISCH said that he had some difficulty in following out the course of events in this case; it was a rare condition. The exhibitor had said that the polypus was found to be tubular, and, on slitting it, some clear fluid came away, thus confirming the origin of the protrusion. He (the speaker) presumed that what was meant was that cerebrospinal fluid came away. What proof was there of that ? Mr. Norman Barnett did not say if he put a probe up this tube, and it was difficult to understand, if the fluid was cerebrospinal, why it did not continue to flow, seeing that the tube was in connexion with the subdural space. Also, the exhibitor had said that the polypus went through the internal ear, through the petrous bone, and that it formed the outer wall of an abscess. But, if that were so, thereshould have been pus in the tube, not clear fluid. For a polypus to have come through and destroyed the internal ear it must have come through the petrous bone, an unusual occurrence. Describing the course of events, Mr. Norman Barnett had said that an initial suppu--rative otitis media had infected the mastoid bone and had spread, thus destroying the part where the meninges subsequently protruded, and tlfat the polypus came through, the mastoid.
It could not, however, come through the internal ear and the mastoid. It was difficult to understand how this could have been anything but an ordinary polypus.
Mr. E. WATSON-WILLIAMS said that in the Bulletin d'Oto-rhino-laryngologie for 1924, there was a report of a similar case in which the suppurative process had destroyed the posterior wall of the inner ear, and direct communication had been established, so that cerebrospinal fluid passed through the posterior wall of the petrous bone, through an apparently carious internal tympanic wall, and out through a perforation in the tympanic membrane. The rcute taken by the disease in that case seemed to have been similar to that in the present one.
Mr. NORMAN BARNETT, in reply, said that a few months ago he had reported a similar case' in which there was an ordinary temporo-sphenoidal abscess. The present case was different. There was destruction of a portion of the petrous part of the temporal bone, through which the membrane came. A probe was passed, and the fluid was found to be cerebrospinal. If the protrusion was an ordinary polypus, where did the pus in the abscess come from, and what was the origin of the clear fluid in the tubular protrusion ? On tracing this protrusion inwards, one came to the meninges of the brain, with which it was continuous, and having examined that and gone further in, one found pus in the brain. Whether there was a septal margin cutting off the pus he did not know, bnt it was a small abscess and pus had not found its way into the tube. probably because cerebrospinal fluid came away nmore By HAROLD KISCH, F.R.C.S. I propose to refer only to non-suppurative types of middle-ear deafness. Clinically, these cases may be divided into three groups, namely those in which the deafness is due to: (1) The results of attacks of acute inflamnmation; (2) Eustachian tympanic catarrh; (3) oto-sclerosis. Mixed forms, however, may occur.
In (1) the deafness is caused by adhesions in the middle ear which obstruct the movements of the ossicles. The diagnosis is made on the history, on the appearances of the drum and middle ear, and on the absence of naso-pharyngeal catarrh. Two extra factors may add to the deafness in this group: a functional element, and a concomitant naso-pharyngeal catarrh. The functional element is important. It is by no meanis uncommon for patients to state that they have been completely deaf in one ear owing to a previous attack, adding that at the time of attack they had been told that hearing would be quite lost in that ear. The ears in these cases may be found, on examination, to have a considerable degree of hearing, but the patient, having ceased to listen, does not hear. These cases probably furnish an explanation of the results in cases of re-education of the hearing by such methods as the electrophonoi, e; autal massage and instruction to use the ear will often help. Occasionally both ears are involved, and then the condition simulates hysterical deafness. It is important to recognize the occurrence of a concomitant Eustachian catarrh, as the relief of this condition will materially aid the hearing.
The treatment of the cases in this group consists in the prevention of deafness at the time of the acute attack. The hearing should be tested after the catarrh has subsided, and if it is not perfect, regular aural massage should be carried out. The ordinary treatmient of the condition is by inflation of the middle ear and by aural massage, of which massage is the more important.
